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Introduction

Sgd M7shinm™k Gd ksg Rdgutbd *MGR( e bdr ~ odgfkntr odginc
“gd c- @esdq xdTgr ne rifmisb ms qd k sdgBr bmbgd rdr hm
funding, spending is set to dry up over the coming years. Last
summer, the King’s Fund and the Institute for Fiscal Studies
otalkrgdc ~ gdongs vgibg hcdmshsdc sgd mddc eng rtars msh™k
hlognud Bdmsr fm ognctbshuisx whsgim sgd MGR sn Bdds sgd
health needs of the nation, given the anticipated freeze
on budgets.! They concluded that between 2011/12 and
1/05.06+ sgd MGR wvntkc g~ ud sn B~ jd ogncthbshuisx £ hmr ne
adsvddm ¢12-4 afikinm "¢2-8 afkkinm odg xd~q( “mc ¢37-8 ahkkinm
'¢7-1 afkkhnm odq xdq( rhBokx sn B ~hms™im rdgutbdr ~s btggdms
kdudkr- Fhudm sgd gdbdms gdbngc ne cdbkimimf MGR ogncthshuhsx
this is a monumental task.

These are the conditions for a perfect storm: rising healthcare
costs due to the ageing of the population and the growth
of chronic diseases, combined with no increases in funding.
Vhsgnts gdengl sn rdbtgd Bngd desbhidms trd ne sgd “u fk akd
resources, the consequences could be disastrous. The last time
sgd MGR e bdc = sm™mbh™k rptddyd D tm 1//4./5 D qdbnudgx
was driven by crisis management. The result was that all the
wrong things were cut, such as public health programmes and
mental health services, hitting some of the most vulnerable
odnokd sgd g gcdrs- Mnw+ sgd sm mbhk bg kdmfd hr e7qg
greater.

Sgnrd ne tr vgn adihdud hm sgd bngd ogimbhokd ne sgd MGR D sgd
“uhkCahkhisx ne eqdd bTgd eng Tk D g ud sn cdBnmrsqTsd sg st
im “m ~fd ne “trsdgisx+ sgd MGR b™m rtquiud “mc sg~s o shdms

0 Sgd Jimfor Etmc “mc sgd Hmrshstsd eng Eirb~k Rstcidr+ iGnw bnkc Wik fs ad>
Ognrodbsr eng MGR etmcimf9 1/00,1/06¢+ 1//8-
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care can still be improved to rival the best in the world. If we
e hk+ sgdm sgd bk™ Bntg ne sgnrd wvgn cn mns adkdud hm sgd MGR
will grow ever louder, and public support for this remarkable
institution will be undermined. Its very existence would then
be in jeopardy.

60 years ago, that great liberal, William Beveridge, had the
ulrinm sn drs”akirg sgd MGR- Mnwv wvd mddc ~ mdv khadq k
aktdoghms eng ~m desbhdms+ qdronmrhud+ ghfg pt lsx MGR+ 5s eng
the 21t century.

This paper sets out the principles which should shape a
modern, sustainable health service. First, however, it assesses
sgd btggdms rs”sd ne sgd MGR “mc qdbdms sgdmcr tm gd ksg
spending.

The cost of health care in all developed countries has risen
inexorably over the last few decades. The UK is no different. As
= odgbdms™fd ne FCO+ sns”k rodmehim¥ nm sgd MGR g~ r hmbgd "~ rdc
from 4.1 per cent in 1970 to 7.3 per cent in 2007.2

The growth of spending has been uneven. While spending
in real terms has rarely fallen, the rate of increase has
followed a volatile path of feast and famine driven by political
hlodg shudr D g qckx sgd adrs v ~x sn ft g msdd fnnc pt ksx
health services.

Between 1970 and the late 1990s, public spending on health
in the UK went from above, to well below, the average for G7
countries.® Ax sgd shlld sgd Bnmrdqu ~studr kdes nesbd im 0886+
the UK was spending 14 per cent less per capita on health
compared to the average for the rest of the EU.

The consequences were there for all to see: long waiting times,
poor cancer and stroke survival rates, inadequate investment
hm gnrohs kr “mc bkmhbr+ “mc fmrtesbhdms mt B adqr ne cnbsngr
and nurses.

1 Nesbd ne Gd ksg Dbnmn Bhbr+ trimf Sgd” rtgx sftqdr-
2 Gntrd ne Bn I B nmr Khagq~ gx+ dGd ~ksg dwodmchstqd9 hmsdgm™sinm ™k bn B o~ girnmro+
June 2009.
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Some local authority services were transferred
| to central government in 1973/4

RNTQBD9 Nesbd eng M™shinm™k Rs™shrsibr *NMR(

Nm = mtBadg ne jdx hmchb~sngr+ sgd MGR g r mns odgengl dc
well by international comparison. Over the last decade, as real
sdq B r tmudrs Bdms hm sgd MGR ftmbgd ™~ rdc ax ~ sghqct sgd ohbstqd
g r hlognudc- Gnwvdudgt sgqdd jdx onhmsr d B dgfd9

The improvements in outcomes have not been as
great or as fast as one might have hoped given the
scale of increased investment

From 1997 to 2007 productivity actually fell.

Gd ksg mdpt kshdr g~ ud tmbgd™ rdc
As things stand now, total spending on healthcare in the UK
still lags behind most of the major world economies, although

the gap has narrowed. It is worth noting that public spending
makes up a higher proportion of total spending on healthcare

3 Nesbd eng M~sinm™k Rs~shrshbr+ dSns~k otakib rdquibd ntsots “mc ognctbshuhsxgt
2009.
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in the UK compared to most other countries.®

Sgd rbnod enq fqd sdq desbhdmbx hr bkd gkx sgdgd- Ognedrrng
Nick Bosanquet of Imperial College, who is an adviser to the
Gd ksg Rdkdbs Bn I Bhssdd+ drshll “sdr sg~s sgd onsdmsh™k rbnod
eng desbidmbx F~hmr hr to sn 0/ odgq bdms ne sgd sns k rodmc nm
sgd MGR D sg~s dpt~sdr sn nudq ¢0/ afkiinm-¢ Derek Wanless, in
ghr 1//1 gdongs sn sgd fnudgm Bdms nm MGR etmchmf+ ntskmdc
T g°mfd ne rbdm ginr eng etstgd MGR rodmcimf- The best
scenario, which he described as “fully engaged”, involved
sgd B nrs desbhidms trd ne gdrntgbdr- Gnwvdudgt vgdm \V " mkdrr
gd"rrdrrdc sgd MGR tm 1//6+ gd bnmbktcdc sg~s 159 9G "¢ e “fkdc
to generate the relatively modest improvements in unit cost
productivity that might have been expected and were assumed
by the 2002 review.”®

This view was echoed a year later by the Audit Commission,
which warned that the government’s reforms “had little direct

D G wvd+ iBnBodmeht B ne gd~ksg rs”shrshbrot 1//7-

In conversation with the author.

D Wanless, ‘Securing our future health: taking a long-term view’, 2002.
C V' mkdrr+ iNtq etstqd gd ksg rdbtqdc> 1//6-
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hBo bs nm desbhidmbx€-° Likewise, the King’s Fund found
that the government’s 2009/10 ‘Operating Framework’ for
sgd MGR v'r dvd™j€ nm rtffdrsinmr “r sn gnwv sn hBognud
desbhdmbx-1©

There is now a widespread consensus that many of the extra
resources have been squandered. Labour has presided over a
ghfgkx bdmsg kirdc+ atqd thg stb rxrsdB- Sgd MGR g r addm
over-burdened with managers, complex regulation, perpetual
organisational change, top-down, politically driven initiatives
and pay deals which have run massively over budget.

Sgd gdrtks ir “m hmdesbhdmst k™ qfdkx tmgdeng B dc rxrsd B vghbg
faces intolerable strain as cost pressures continue to grow. A
mdv ~oogn~bg hr mddcdc fie sgd MGR fr sn rtqguiud “mc cdkudg
the best quality of care.

Liberal reform should be guided by the following organising
principles:

1. A fundamental shift away from central bureaucratic
control to local accountability and responsibility.

1- Adssdqg trd ne sm ™ mbh’k kdudgqr sn “bghdud jdx onkibx
naidbshudr D adssdq pt ksx b qd+ = Bngd desbhdms trd ne
resources, more support for those with chronic long term
conditions, and a greater focus on the promotion of health
and well-being.

3. No state monopoly of provision. The test should always
be the quality of care irrespective of who provides it.

3- Lngd egddcn B+ sgdgdax lkadg simf sgd MGR wngjengbd
which has been suppressed by a top-down culture which
too often fails to get the best out of staff.

5. Giving power and responsibility to patients with respect to
their own healthcare.

8 MGR “mc @tchs Bn 1 Birrinm+ dir sgd sqd~s Bdms vngjimf> Ognfadrr isg sgd
MGRg+ 1//7-
10 J Maybin, ‘Analysis: operating framework’, 2008.
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The aim throughout is to move away from centralised control by
radically rebalancing the relationship between the politicians,
clinicians, patients and local communities.

Fortunately, there is a good deal of evidence emerging from
local initiatives and innovations, both in the UK and abroad,
to guide this process. These show how patients can be
dBonwvdgdct rsTee b™m ad dmf fdc+ “mc ansg desbhdmbx “mc
the quality of patient care can be improved through the use of
new working practices. What is striking, however, is the way
in which these initiatives have happened despite the present
system, not because of it.
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1. A shift from bureaucratic
control

Sgd MGR fr rn u"rs sg”s B " mx adkdud hs hr hBonrrhakd sn
“bghdud fgd~sdq desbhdmbx whsgnts ~ etmc™ Bdms™k rghes v~ x
from the current system of centralised bureaucracy.

The Government’s rhetoric has all been about decentralising
power, but in reality Whitehall’s control remains largely intact.
Real decentralisation of power involves a transfer of political
“bbntms™ aliisx ~“me gdronmrhaikisx- Gnwdudgt sgd bn B Birrinmm® ne
gd ksgb™qd knb~kx hr tm sgd g mcr ne Oghll “gx B~ qd Sgtrsr "OBSr(
whose boards are appointed nationally with no local input.

This needs to change. The commissioning of local health
services should be democratically accountable. Boards of
OBSr D wvghbg rgntkc ad gdm™ Bdc knb~k gdksg an~qcr D rgntkc
be elected, not appointed, so that they can be held to account
at a local level. Local health boards would be under a statutory
duty to secure quality and value for money for local people.
They would be obliged to test the quality of care and value
for money offered by providers whether in the public, private
or third sector.

There is a growing recognition that you cannot deliver the
adrs pt_kisx b~gqd ng nosh Bhrd desbidmbx whsg ~ rs~sd B nmnonkx-
The scandals of Maidstone, Mid Staffordshire and Basildon,
as well as the horrifying death toll from hospital acquired
infections, demonstrate that totally unacceptable standards of
care can and do occur in the state sector, just as elsewhere.
Providers, whether in the public, private or voluntary sector,
should be judged on the quality of the care they provide. The
local health board’s task is to act as a guarantor of quality

10
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care for local people irrespective of who provides the service.
A mixed health economy with competition between providers
and real choice for patients can drive up standards and achieve
~ B tbg Bngd desbidms trd ne gdrntgbdr-

Once elected health boards are established, the next stage
would be to decentralise the power to raise a proportion
of total revenue to fund local health services. Ultimately
knb~k gd~ksg an~qcr rgntkc g ud sm mbhTk “r wdkk “r onkishb ™k
responsibility and accountability. This would establish an
~cchsinm™k imbdmshud sn trd gdrntgbdr desbhdmskx-

In a decentralised model, the need for a costly, all-powerful
Cdo~gs Bdms ne Gd“ksg+ Bfbgn B “m™fimF sgd ¢~ x,sn,c” x nodg™sinm
ne sgd MGR+ chr-ood qr- Qdcthimf sgd rhyd ne sgd bdmsq k
atgd™thg bx bntkc kd~c sn dmng B ntr desbhdmbx r~utmfr- Sgd
next step must be to commission a study to determine the
necessary scale and function of a core central department in
~ fdmtimdkx cdbdmsgkhrdc MGR-

The Labour government has created a complex web of
quangos and regulators, employing over 25,000 people and
costing over £1.2 billion.** The regulation and inspection of
hospitals is often duplicated with over 60 organisations asking
different questions, applying different standards and reaching
sometimes different conclusions.'? The consequence is that
every hospital now needs an army of clerks simply to respond
to regulatory requirements, often with no clinical engagement.
A tick box culture has been created which prioritises ‘paper
safety’ over the safety of real life patients.

There is an extraordinary overlap of functions on a national
scale. For example, several national organisations, each with
its own reporting requirements, have some responsibility for
patient safety.

There should be a single organisation with responsibility for
keeping patients safe. Furthermore, there should be no more

11 Author’s calculation from annual reports.

12 MGR Bnmedcdg sinm “mc sgd tmcdodmcdms Gdksgb~qd @cubrngx Rdquhbdr+
d\g sor hs "k eng> QdEnummf tmmdbdrrTgx atqd thg bx fm qdftk sinmot
2009.

1



The NHS: a new liberal blueprint CENTRE:

than one national organisation asking a hospital any one
question. If information really is needed by more than one
organisation then it should be shared. To rationalise and simplify
the system, the following quangos should be abolished:

National Patient Safety Agency: its functions can be subsumed
within the Care Quality Commission.

Sgd imcdodmcdms QdbnmsTtq shnm O mdk: this panel considers
referrals from Overview and Scrutiny Committees relating
sn rifmisb™ms bg mfdr ng gdbnmsftg sinmr tm MGR rdquibdr
“mc "cuhrdr sgd RdbgdsTgx ne Rs™sd- Hm ~ cdbdmsg kirdc MGR+
such decisions would be made locally, by democratically
accountable bodies.

National Treatment Agency: this is the funding mechanism
eng cqtf sqgd s B dms D ats mns “kbngnk sqd~s B dms rdquibdr- Cqtf
and alcohol treatment should be dealt with in the same way
D sgqntfg knb~k bn B Bhrrinmdgr-

Connecting for Health: this agency within the Department of
Gdksg+ gdronmrhakd eng h B okd B dmstm® sgd M~sinm™k Ognfq™ I B d
for IT, should also be scrapped as we move away from a
bdmsg~kx hBonrdc #S rxrsd B ‘rdd o™ fd 02(-

Further, the NHS Appointments Commission could be
substantially slimmed down as it would no longer be required
to appoint to boards of primary care trusts or strategic health
authorities.

Sgd MGR Knshf~shnm @tsgngisx should only deal with litigation.
At present, one of its key functions is what the Framework
CnbtBdmsb krdgrj B m™Fd B dmsg- Xds sgd MGR Bnmedcdg ™ shnm+
hm hsr ~m~kxrhr ne gd¥tk shnm d\/g sor hs “k eng>Q entmc sg”s sgd
Authority’s responsibilities overlap those of the Care Quality
Commission which should bear all the responsibility for risk
management. This would cut out some of the duplication of
enquiry and inspection which hospitals suffer.

There should also be a review of the remuneration of the
chairs and chief executives of quangos. Salaries have grown
enormously between 2005 and 2008. 19 out of the 23 chief
dwdbtshudr ne MGR pt mfnr d gm riw sTtqd r k™ gidr+ whsg B ~“mx

12
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having received double-digit increases over the last three years.
The highest paid last year was Dr William Moyes, executive
bg~hqgB "m ne Lnmhsng- Gd d~gmdc ¢114+/// "r ~ a’rd r k gx
and was awarded £10,000 as a performance related bonus
in 2008/09. The total pay of chairs and chief executives of
health-related quangos amounted to £5 million last year.*®
This is excessive and should be trimmed back. The pay of
quango chief executives should be no higher than that of the
prime minister.

Rsq sdftb Gdksg @tsgngishdr 'RG@r( g ud mn ok bd m
cdbdmsg~kirdc MGR “mc rgntkc “krn ad ~ankirgdc- Sgdx nodq”sd
secretively, doing the Secretary of State’s bidding in the
regions. As more and more trusts become foundation trusts
overseen by a dedicated regulator, Monitor, the purpose of the
RG@ chBhmhrgdr etgsgdg- Sgd “mmt™k r utm® tm ~c Bhmhrsq” shud
bnrsr egqn @ sgd “ankisinm ne RG@r wvntkc ad bknrd sn ¢02/
million.#

Since 1997, the number of administrative and clerical staff
tm sgd MGR g~r B rriudkx tmbgd”rdct “mc sgd ognongsinm ne
total staff falling into this category has gone up by 15 per
bdms- Sgd mtBadqr wvngjmF m dodmsg™k etmbsinmry *mbktcimf
odgrnmmdkt sm~mbd+ kdf k rdquibdr “mc HS( g r tmbgd rdc ax
nudg 4/ odg bdmst vgfkd sgd mt Badg ne B m™fdgr im sgd MGR
g'r fgnvmegn B 114582 sn 28+802 D ~ 65 odq bdms hmbgd ™ rd-
In any health system, good managers are essential but an
tmbgd~rd ne sghr riyd b mmns ad itrshsdc D hs ir = etmbshnm ne
attempting to manage a highly bureaucratic system.®

Another manifestation of this government’s impulse to
bdmsq~kx chgdbs sgd MGR g~ r addm fsr “ssdBos sn illonrd ~
m sinm™k #S rxrsdB D sgd ahffdrs gd ksg HS ognidbs dudg
attempted anywhere in the world.®

13 Sgd Sdkdfgog+ IMGR pt mfn anrrdr dminx o™ x annrsr ne to sn 66 odg
cent’, 25 January 2009.

14 @tsgnger b kbtk™sinm egn B RG@ ~mmt ™k gdongsr-

15 MGR tmeng B ~shnm Bdmsqd+ MGR rs~ee 0887,1//7 'mnm, Bdchb™k( c”s™-

16 The Guardian, ‘System failure’, 9 July 2009.

13
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There is no doubt that IT plays a vital role in creating a modern,
desbhdms gdksgb~qd rxrsd B+ gdkohm® whsg sgd B nmhsngm® ne
patients’ health and the management of those with chronic
long-term conditions. Tele-medicine also has great potential
to enable those with chronic conditions to remain in their
own homes, supporting them in managing their own care.
Sgd duhcdmbd eqgnB sgd TR Udsdg mr Gdksg @c N hmhrsg™shnm
ir bnBodimf- Sgdx g ud B m fdc sn rifmhsb mskx gdctbd
hospital admissions, in large part through the use of IT to better
manage veterans with chronic conditions in the community.*’
The software system links 1,400 medical centres, community
clinics and nursing homes. The system shows diagnoses,
medications, scan and lab reports and provides prompts
when vaccinations, chest x-rays, eye examinations and other
preventative interventions are due. This is an intelligent use of
S wglibg rifmhisb™mskx hBognudr o~ sidmsrg pt kisx ne b~ gd “mc
cuts costs for the health system.

J~hrdq Odq B “mdmsd+ ~ mns,eng,oqnss imsdfq~sdc B "m™fdc b~qd
organisation based in California, has also developed an IT
system which supports the care of patients. The early signs
“qd sg”s rifmisb™ms hBognud Bdmsr im sgd b~gd ne sgnrd whsg
chronic conditions have been achieved, resulting in better
health and reduced hospital admissions.

Yet, in the UK, not only is the national IT programme running
years behind schedule and billions of pounds over budget
but it is failing to deliver the gains from IT seen elsewhere.
The overall impression is of strategic confusion. At a time
when the government was designing a reformed architecture
eng sgd MGR wvgibg v r+ im sgdngx ~s kd rst+ Bngd cdunkudct
fragmented and market orientated, they introduced the
national programme imposing IT solutions from above. This
has not only been immensely costly but has caused enormous
frustration among clinicians and local managers.

In a highly critical review of the national programme, Professor
Wendy Currie of the Warwick Business School says that the
M~stnm™k Ognfg™ B Bd eng Hmeng B ~sinm Sdbgmnknfx "MOeiS( g™ r

17 J Brooks, ‘Veterans’ health system blazing trails’, 2008.

14
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Features of the Kaiser Permanente system:

Qhrj rsq shsb™shnm ne sgd onotk™sinm

Identify sub-groups needing care

Patient management tools

Target panel lists

Prompts and reminders for clinicians

Letters and automated telephone outreach for members
Monitoring and process improvement measures and reports
Targeted health education and self-care support

= =4 —a —a —a —a _—_a A

“lacked three essential requirements for realising tangible
admdssred = bnmuhmbhm¥ atrimdrr b~ rd+ rsgimfdms B ~m™Fd B dms
approaches to implementation and evaluation, and proper risk
assessment.®

Problems seem to have been exacerbated by the awarding
of contracts to only a very small number of large providers.
Sghr qdrsgibsinm ne bn B odshshinm+ ne bntgrd+ hr khjdkx sn rsibd
innovation and increase costs. And with just two of the
original four providers left following the departure of Fujitsu
“mc @bbdmstqd+ sgd MGR fr hm ~ ghfgkx utkmdq™akd onrhshinm-

The two elements of the National Programme which have
faced the most trenchant criticism are the National Care
Qdbngcr Rdquhbd *MBQR(+ vgibg fmunkudr bgd stm® = m~stinm™k
patient record database, and the Electronic Appointments
Booking System, known as Choose and Book.

NCRS is likely to be completed some four years later than
planned, has encountered enormous technical challenges, and
g r q hrdc rdgintr bnmbdgmr ~ants sgd bnmscdmsh~kisx ne o™ shdms
records.?® Most fundamentally, the clinical and business case
has still not been satisfactorily made for establishing a national
database.

18 W Currie, ‘Review of National Programme for Information Technology’,
forthcoming.
19 M™shinm ™k @tchs Nesbd+ 3Sgd M~shinm™k Ognfq™ B B d eng S hm sgd MGR9 ognfqdrr

since 2006, 2008.
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Meanwhile, the Choose and Book programme has caused
enormous frustration for doctors and patients. It was originally
designed as an electronic appointments booking system but
was later converted into a central element of the Government’s
bnl BhsBdms sn needghmf o shdmsr ~ bgnibd ne gnrofs™k D hm
theory enabling the GP and patient to book an appointment
on-line choosing from a list of hospitals. The introduction of
this system fatally lacked clinical engagement and, like the
NCRS, has been blighted by technical problems.

The early signs are that Choose and Book has been less
effective at offering patient choice than the Government
has claimed. Indeed, an early study of the system concluded
that patients “did not experience the degree of choice that
Choose and Book was designed to deliver”.?° If, for example,
a particular hospital has long waiting lists it disappears from
the list of choices available to the patient. Yet if patient choice
is the goal, it seems bizarre not to offer patients the option of
waiting a bit longer to see their preferred specialist or the one
their GPs have recommended.

Even at this late stage, the government seems to have
recognised the scale of the problem and has announced that
the programme will be scaled back. The case seems to be
based on the need to save unnecessary expenditure. Yet there
is a risk that we could now have the worst of all worlds. A
stalled national programme and no plan to develop the use of
IT to improve patient care at the local level.

Sggdd rsdor rgntkc ad s” jdm sn ~ccqdrr sgd MGRgr #S bahrird

Efgrst sgd ~fdmbx+ BnmmdbshmT enq Gd “ksg+ v ghbg hr gdronmrhakd
for the implementation of the National Programme for IT,
should be abolished. Second, the Choose and Book system
rgntkc qdudgs a~bj sn vgs s v r nghfim kkx cdrifmdc enq D ©
simple on-line appointments booking system. This involves
gdbnFmhrim® sg™~s sgd rneswv ~qd ir imrtesbhdmskx gnatrs sn ~bghdud
what is expected of it. This step would be widely welcomed by
clinicians. And third, the National Care Records Service should
20 J Green et al, ‘Does Choose and Book fail to deliver the expected choice

sn o sidmsr> @ rtqudx ne o sidmsrg dwodgidmbd ne ntso~shdms ~oonims Bdms
booking’, BMC Medical Informatics and Decision Making, 2008.
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be abandoned. Clearly, contractual obligations with existing
providers will have to be respected, but variations to contracts
could be negotiated to achieve the desired objectives.

The strategy for the future should be based on local connectivity
between primary and secondary health care and social care.
A recent special report by The Economist highlighted the case
for building from the bottom up, engaging with both clinicians
and patients. This makes local managers and clinicians
“bbntms~akd engt “mc dmffdc hm+ sgd cdudkno Bdms ne S D °
necessary requirement for any IT system to work effectively.
This approach would also unleash the innovative energy of
the small and medium sized IT companies which have been
excluded from the development of the National Programme.
There has been some recognition of the need for this in the
confusingly named ‘National Local Ownership Programme’.
@mc hs vntkc gdathkc bn B odshstinm adswvddm ognuhcdgr D vghibg
is necessary to control cost in the long term. There should,
in this process, be a focus on compatibility to allow for the
transfer of data between systems.

We should also seek to put the patients in charge of their own
health records where possible. At a minimum, patients should
be given access to their records. The New York Presbyterian
Gnrobs~k g r k™ tmbgdc " ofkns dkdbsgnmhb gd~ksg qdbngcer rxrsd
that gives full control of data to individuals. Patients can
decide which information they want to share with others.?!

Another innovation, which could save valuable clinician and
patient time, is to give the patient the right to communicate
with their GP by email and telephone. In so many other walks
of life we exchange emails to avoid waiting for a formal
meeting. There is no reason why the same logic should not
“ookx hm sgd MGR- Hm L."gbg sghr xd g+t J~hrdg Odgl ~mdmsd
published evidence showing that by using email and telephone
consultations they have cut GP visits per patient by an average
of 26 per cent.??

21 The Economist, ‘A special report on health care and technology: hit or
Bhrr>q+ 1//8-
22 C Chen et al, ‘The Kaiser Permanente electronic health record: transforming

“me rsqd” BkmmT B nc ihshdr ne b~qdot Gd ksg @ee~hqr+ 1//8-
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2. A new approach to —nancing
the NHS

@ jdx bg~kkdmFd hr sn dmrtgd sg”~s MGR etmcr $nv im rtbg ~ v ™x
“rsn B whlhrd desbidmbx “mc sgd pt isx ne o~ shdms b~qd- Sghr
most emphatically is not happening at present. The system
fails to channel funds into the prevention of ill health or the
better care of those with chronic conditions. Consequently,
it has proved ineffective at reducing the number of crisis
admissions to hospital which are so disruptive to the patient
“mc rn bnrskx sn sgd MGR-

The Labour government’s reforms established a clear principle
of separating commissioners of healthcare from providers. For
this arrangement to work effectively there must be powerful
commissioners which drive through improvements in quality
and better value from providers. They should be seeking to
I "m fd cdl "mc “mc smetm¥ v~ xr sn fds b~qd bknrdg sn gn B d-
Yet, overall, PCTs have been weak in commissioning, allowing
providers to prevail. They have tended to watch passively as
b rg g r nwvdc hmsn ~“btsd gnrohs™k sgtrsr-

This means that local communities are not getting the best
value for money. But local health boards with revenue raising
onvdgr "mc whsg Bngd sm mbh k chrbgdshnm bntkc ad 0 tbg
more effective.
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The introduction of a new system of funding acute hospital
sqtrsrt wisg o xBdmsr enknwvimf sgd o shdms D jmnwvm “r
O x Bdms ax Qdrtksr "OAQ( D f ud gnrohs™kr ~ qd ™k imbdmshud sn
increase activity.?® This helped to reduce waiting lists which
had become a political priority.

Yet the system has had perverse consequences, as a simple
increase in acute hospital activity diverts resources which could
I ngd ognss akx ad chgdbsdc snwv ™ qcr sgd adssdg B "m™fd Bdms
of those with chronic conditions or into the prevention of ill
health. It is now imperative that PBR is reformed.

Sgd s ghee D sgd u“ktd ne sgd OAQ engq d~bg ognbdctgd D swdc
nationally, is calculated on the basis of the average costs
of procedures. It should instead be based on the cost of
undertaking the procedure in the best run hospitals. This would
provide an incentive to hospital trusts to adopt practices most
kjdkx sn admdss o shdmsr “mc “bghdud desbidmbx F hmr- Sgd
MGR Hmrshstsd eng tmmnu~shnm “mc H B ognud Bdms drshll “sdr sg”s
there are currently up to £2.7 billion worth of savings that
bntkc ad N ~cd fe kdrr desbhdms sqtrsr Bds adrs oq” bsibd-24

Yet reform of the tariff should go further. There should be
scope for the local commissioner to vary the tariff to secure
sgd Enrs desbhdms trd ne gdrntgbdr “mc “m dkd Bdms ne sgd
o xBdms rgntic ad rodbhisb™kkx enbtrdc nm ptlsx- \Vgdgd
patient safety is seriously compromised, there should be
no payment to the hospital trust. Finally, we should explore
ways of incentivising hospital trusts to address the rise in
emergency admissions by helping to improve community
b~qd- Sgd gdbdmskx otakirgdc MGR Nodq stm¥ Eq~ Bdwvngj cndr
start to address issues relating to the tarrif, but it should go
further.

23 R E7qu g ds "k G r o xHdms ax gdrtisr “eedbsdc sgd v~ x sg~s Dmfirg
gnrols~kr ognuhcd b~qd> Cheedgdmbd,im,cheedgdmbdr ~m~kxrirgt Agishrg Ldchb™k
Journal, 2009.

24 MGR tmrsistsd eng kmmnu~sinm “mc HBognud Bdmst ‘A portrait of progress:
annual report and accounts 2008-2009’, 2009.
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This approach could be implemented as follows:

O( Knb~k Sdwhafkisx sn mdfnsh™sd u~gh sinmr sn sgd s ghee \/hsg
a proportion of the total payment being based on the
gnrobs™k sqgtrs Bddsmf rodbisdc pt ksx rs mc qcr- Sghr
could include measures of satisfaction from the patient.

1( He “mx nmd rdgintr ognakd B nbbtqr wfisg sgd o~ shdmsgr
sqd sBdms D rn b kdc dmdudg dudmsrg D sgdm mn o~ x B dms
would be made to the hospital. The list could include the
following:

, Gnrofs™k ~“bpthgdc hmedbshinm

- Deep vein thrombosis
- Bed sores
- Trips and falls
, Ldcfb™shnm dggngr D wvgnm¥ cqtf ng vgnm¥ cnrd
- ‘Wrong site’ surgery
This could prove to be an effective way of encouraging
hospital trusts to focus more effectively on patient

safety. Good news for the patient and good news for the
sm mbdr ne sgd MGR-

2( Enq d Bdgfdmbx ~c Bhrrinmr+ sgd etk s ghee rgntkc ad o hc
up to the level of previous year’s level of admissions.
Sgdqd~esdq sgd s qiee rgntkc ad rifmisbmskx gdctbdc- Sghr
would provide an incentive to help develop community
services, working together with primary care, to reduce
bgirtir ~c Bhrrinmr- @ ¥~ hm sgdgd rgntkc ad knb ™k Sdwhafkisx sn
vary this approach in order to avoid penalising a hospital
in the event of a genuine emergency causing increased
admissions.

Sn cdkiudg h B ognudc desbhdmbhdr+ “btsd gnrobs™k sqtrsr mddc
sn bnmsimtd sgd ognbdrr ne athkchm® sm™mbh™k gdronmrhahkisx
= B nmFrs blmibh™mr D cdunkuim® gdronmrhafkisx \whsghm sgd gnrofs ™k
and making clinicians accountable for their service line.

Knb~k Sdwhafkisx wntkc “krn dm akd knbk gdksg anTgcr sn
recognise and respond to particular local needs. For example,
in agreeing the tariff payment, account can be taken of the
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fact that the cost of care in smaller hospitals serving rural
communities may be higher.

Top-down targets have improved patients’ access to treatment.
Nonetheless, there are perverse consequences to targets
imposed from above. Ultimately, if the target is missed in any
particular case, the patient has no right to treatment. Access
targets should be replaced with an individual entitlement to
treatment. If you don’t get treated on time, then the health
anqc vntic o™ x eng xntq sqd sBdms ogusdkx D he xnt rn
wished. The guaranteed access time should be condition
rodbisb ¢ sgdg sg™m 07 wvddjr “bgnrr sgd an~qc+ qdbnfmhrimf
that speedy access is more important with some conditions
than others.

This entitlement acts as a guarantee that decentralised power
will not compromise access to treatment, an approach which
should apply to mental health as much as to other areas of
healthcare. The application of this principle to mental health
would have to be phased in as capacity was built up and as
gdrntgbdr “lknwdc- Gnwvdudgt sgd dbnmn Bhrs Kngc K™x gc g°r
made the case powerfully that improving access to cognitive
adg " uhntg sgdq~ox o~ xr chuhcdmer hm qdctbdc admdss bk hllr ~r
people are aided in their recovery and helped back to work.

This would give substantial new rights to those with mental
gdksg ognakd Br vgn ~s ogdrdms cn mns admdss eqn B sgd
government’s 18 week waiting time target.?®> In the worst
cases, people in urgent need of therapy can be left waiting
for months and sometimes over a year for access, despite
the fact that clinical evidence shows that early intervention is
critically important to improving the prognosis.

The government has announced something similar to this, but
its proposed entitlement to access treatment will be a blanket
18 weeks and will perpetuate the discrimination against mental
health service users by excluding them from the entitlement.

25 Rbnsshrg @rrnbh~sinm eng L.dms™k Gd“ksg+ d07 vddj v hsimf shld s qfds Btrs
apply to mental health’, November 2008.
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Despite its faults, Payment by Results does at least deliver
fqd sdg sqg mro~gdmbx hm sgd trd ne gdrntgbdr- Gnwvdudgt OAQ
does not apply to primary and community services. No one
g’ r “mx gdk hed™ ne gnv deedbshudkx ng desbhdmskx gdrntgbdr
are used in these areas.

Sgd b~ rd g r addm ots ax Bggir G~ B+ ognedrrng ne gdksg onkibx
and management at the University of Birmingham, that the
government’s reforms have been far more relevant to elective
surgery than to the operation of primary care and community
health services and, in particular, the care of those with long
term chronic conditions. Reforms have also failed adequately
to address the importance of preventing ill health.2®

@mnsgdq e~ tkimF ne sgd btggdms nodg sinm ne sgd MGR fr sg~s ~
greater divide has developed between primary and secondary
care. GPs complain that the system does not facilitate close
bn,nodqshud vngjhm¥ eng sgd admdss ne o~ shdmsr-

The government’s approach to developing community
rdquibdr hr bdmsgdc nm dog bshbd a™rdc bn B Bhrrinmmfy *OAB(
D cdunkutmf sgd onwdg ne bnl Bhrrinmm® rdguibdr sn FO
practices or groups of practices. This was intended to act
as a catalyst for a transfer of services out of acute hospitals
into local community settings. Progress, however, has been
very limited. The government’s Primary Care Tsar, David
Colin-Thome, has said of PBC: *“| think the corpse is not for
resuscitation.”?” Sgd Jmfor Etmc bnmbktcdc sg”s 1s9 8G™r sn
date proved a disappointment” and they highlight a structural
£7v hm OAB D sgd detmc™ Bdms™k bnmbibs ne hmsdgdrs adswvddm
GPs as commissioners and as providers.”2®

Their report argues that: “This blurring of the purchaser/
provider roles effectively limits contestability and potentially
choice, but more importantly is compounded by the potential
for personal gain arising from individual commissioning

26 B G I+ iBkmib kx tmsdfq sdc rxrsdBr9 sgd mdws rsdo im Dmfirg gd ksg
qdeng I >¢+ Sgd Mtesdkc Sqtrst 1//6-

27 S Ford, ‘GP commissioning shows little sign of life - David Colin-Thomé’,
Gd~ksg Rdquibd Intgm™k O3 Nbsnadq 1//8-

28 Jimfor Etme+ AL~ jhmT hs g~ oodmd mdws rsdor im MGR qdenq B+ 1//7-

22



CENTRE: The NHS: a new liberal blueprint

decisions. Declarations of interest to patients are a necessary
ats imrtesbhdms r edft qc-€

So if PBC is failing to deliver care closer to home, and if the
government’s reforms have failed to focus adequately on
primary care, preventing ill health or on the better management
of those with chronic conditions, what are the alternative
rnktshnmr>

Sgd mnm,ognss B~ jimF J~hrdg Odg B “mdmsd rxrsd B tm B kiengmh™
shows how a more integrated system can reap rewards. Kaiser
vr ngfim™kkx cdudknodc sn jddo wngjdqr gd ksghdg D sgtr
jddoimf bnrsr cnvm D ax sqd~shm¥ sgdhq gd “ksg ognakd B r adenqd
the onset of illness. All doctors throughout the system share a
budget and responsibility for all care. Interestingly, in the Kaiser
model, it is the clinicians that run the service. This is in marked
bnmsg rs sn sgd Bncdim MGR wgdqd bkmibh™mr bnmrs™mskx
complain of interference and imposed change from above.

~

Bggr G0 g r ognonrdc
Kaiser principles in the UK:

v~ x ne hlokd Bdmsimf rnBd jdx

“Clinical integration would require practices to work closely
with hospital based specialists in deciding how to use their
resources, especially specialists who work in community
settings. General practitioners and specialists would then
jointly commission and provide services. As integrated groups
evolve, specialists may move out of hospitals to become
equity sharing partners in the multi-specialty practices.”?°

This could go hand in hand with introducing effective
incentives for preventing ill health and managing those with
chronic conditions better:

“By giving control over capitated budgets [a total sum of
money for the care of each patient] to multi-specialty medical
groups, they create strong incentives to keep patients healthy.
... Put another way, they help to promote the maintenance of
health rather than the treatment of sickness.”%°

This, | believe, is the key to better outcomes and improved
bnmsgnk nudg gdrntgbdr- Sgd Knb“k Gdksg AnTgc bntic

29 B G~ I+ dBn B odshsinm ~mc hmsd g~ shnm im sgd DmFkirg M~shnm~k Gd ~ksg Rdquhbd+
BMJ, 12 April 2008.
30 B G~ B+ dBlmhb~kx hmsdfq~sdc rxrsd B rot 1//6-
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commission services of this sort. Patients could choose which
multi-specialty group to register with.

Interestingly, the King’s Fund also suggests that instead
of PBC, GP practices could be commissioned as ‘principal
contractors’, bringing in other staff or organisations, including,
when appropriate, voluntary sector groups or private
companies to offer particular services.®' This could allow for
the development of integrated health and social care groups.
is vntkc ~unhic bnmbhbsr ne imsdgdrs “mc wvntkc ad sq mro”gdms-
Critically, it could offer real incentives for primary care to keep
patients healthier and to manage chronic conditions better
D wisg sgd onsdmsh™k eng = B ngd desbhdms trd ne gdrntgbdr ~mct
more importantly, better outcomes for patients.

Despite the constraints of the current system, there are some
exciting innovative developments taking place. Arrangements
in Torbay, for example, provide some evidence of the potential
admdssr ne imsdfq~shnm D “ksgntfg whsgnts sgd trd ne b~ ofs sdc
budgets.3? Torbay is one of three so-called Kaiser ‘Beacon’
risdr whsgim sgd MGR D deedbshudkx ~cnosimf sgd tmsdq sdc
b gd “oogn~bg oinmddgdc ax J hrdg Odgl “mdmsd- Gd ksg “mc
social care have been brought together in a ‘Care Trust’
D whsg rnbi™k b™gd rs ee admf sqg mredggdc sn sgd MGR- Sgdx
g ud drs akirgdc sud hmsdfq sdc gd ksg "mc rnbhk bqd sd” B r
organised in localities and aligned to general practices. Each
team has a single manager, one point of contact and one
assessment process. Budgets are pooled.

In North East Lincolnshire, a ‘Care Trust Plus’ has been
established. Social workers have had their employment
transferred to the ‘Care Trust’ bringing together health and
social care. Meanwhile public health professionals have
transferred to the employment of the local authority so that
they work alongside housing, regeneration, and children’s
services. This is likely to enable the public health specialists
to be far more effective in helping to shape local services.

31 Jimfor Etme+ AL~ jhmT hs g~ oodmd mdws rsdor im MGR qdenq B+ 1//7-
32 B G°I "mc C cd Riku™+ dimsdfq simf b qd “mc sq mreng BimF bn B B tmhsx
rdquibdrd \Vg~s vngjr> Vgdqd mdws>q+ 1//8-
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Eim~kx+ sgd H B ognud Bdms Entmc™stnm D ~ bnmrtks mbxsq0 Dg™r
developed the ‘Unique Care Model’ of integrated care which
has been applied with considerable success in various parts
of the country. The approach is to work with whatever local
structures are already in place, bringing together in partnership
front line health and social care professionals, based on GP
practice populations, focusing on the needs of the patient and
their carers. The professionals involved measure their progress
and are therefore able to demonstrate their success. Care
workers are integrated into the team with nurses, working
closely with GPs. This enhances professional pride; they wear
a uniform as part of the care team; and they can train as
health support workers, further developing their careers.

Sghr ~oogn~bg “ood gr sn cdkudg rhfmisb ms gdctbsinmr im
unplanned hospital admissions. Where it has been developed,
reductions in emergency admissions of between 13 and 25 per
cent have been achieved. Reductions in bed days range from
20 per cent to 40 per cent.®*® In Runcorn, the reported saving
to the Primary Care Trust was approximately £1 million, with
patients gaining immeasurably from the avoidance of hospital
admissions and the loss of independence that goes with it.

These examples are, however, the exception rather than the
rule. The approach described above would put primary care
0q" bshstnmdgr D vngjimF wisg rodbh™kirsr “mc b~qd wvngjdqr D Im
charge of the full budget for patient care. They would enter
an agreement with the local health board committing them to
meeting key objectives in terms of health outcomes for the
patients they serve. This would provide the right incentive to
improve health and well-being and better manage those with
chronic conditions. This approach would also allow for slimming
down of the bureaucracy within the local commissioning
organisation. The commissioner would focus on monitoring
the performance of these integrated care groups against the
objectives set in the agreement.

There are various options about how to effect such a change
from the current system. These are considered in a report

33 www.improvementfoundation.org/theme/long-term-conditions/unique-
care-integrated-care-for-people-with-complex-nee-3
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